has to " wash her bread and butter down with tea." In walking she still edges to the right, but as she never walks without help she has never actuallv fallen. At no time has there been anv paralvsis in COMMENT.
There can be no doubt, we think, that this case belongs to the group of posterior inferior cerebellar artery occlusion. The chief residual symptoms, viz., crossed aneesthesia, paralysis of the motor tenth (palate and vocal cord), and central paralysis of the cervical sympathetic, point unmistakably to involvement of the lateral aspect of the medulla in the vicinity mainly of the formatio reticularis. In view of the endocarditis from which the patient has been suffering for some years, and of the abruptness of onset of the attack, we regard the pathological lesion as in all probability embolic.
If not entirely classical in its symptomatology, the case none the less presents the usual salient features of the symptom-complex of lesions in the vicinity mentioned. Brief allusion may be made to some of these.
1. The persistent titubation or lurching to the right may be set down to implication of the vestibulospinal tract; it is not likely the lesion has spread so far forwards as to have involved the neighbourhood of the group of nuclei from which the path descends. There is no sign, further, of concomitant disorder of the auditory part of the eighth nerve. Some degree of vestibular impairment is indicated by the result of the rotation tests, however, and vertigo has throughout been prominent in the picture; it is a question, therefore, whether all can be attributed to the vestibulospinal tract, though there is no doubt of the disturbance of the vestibular mechanism.
2. In this connection the relative absence of cerebellar symptoms on the right side is noteworthy, since crossed olivo-cerebellar fibres run group.bmj.com on June 24, 2017 -Published by http://jnnp.bmj.com/ Downloaded from through the region presumably diseased, while the spino-cerebellar are to be found at the margin of the bulb at the same level. Apart, however, from the fact that at the outset cerebellar symptoms might have been present, subsequently to recede (a not infrequent occurrence), it should be remembered that in some cases examined pathologically (e.g. one recorded by R. M. Stewart 1) the softened area has not always extended actually to the edge of the medulla, being situated slightly more mesially. Hence the spino-cerebellar tracts might escape.
3. The loss of taste on the right side of the tongue, anteriorly and posteriorly, may be assigned to implication of the nucleus solitarius in the softened patch. As a rule it is just on the margin of the area involved by occlusion of the posterior inferior cerebellar, and may or may not be caught. The work of Nageotte,2 it may be remembered, has shown that the nucleus solitarius (or gustatorius) receives below a large number of fibres coming from the trigeminal nerve, hence some at least of the loss of taste in our patient's case may have had a trigeminal origin.
4. The paralysis of the cervical sympathetic on the same side as the lesion demonstrates an uncrossed connection with the spinal centre of Budge at the cervico-dorsal junction. It is of interest mainly because there is good clinical evidence here o dissociation of function at a level corresponding to the mid-medulla. No difference in sweating or flushinig on the two sides of the face was observable, whereas in other instances of the syndrome (e.g. that recorded in detail by Kinnier Wilson3) one side of the face has been bathed in sweat while the opposite one has been dry. On the other hand, we should like to refer again to the fact that in our patient the right eye was always more moist than the left, though no facial paresis was present. The sympathetic supply of the lachrymal gland is from the cervical sympathetic, its autonomic (para-sympathetic) supply via the sphenopalatine ganglion (Higier 4); one might suppose that in some way the dryness which is said to follow paralvsis of the cervical sympathetic may on occasion be over-compensated.
5. The homolateral paralysis of -palate and vocal cord (svndrome of Avellis) is caused by impairment of function of the nucleus ambiguus or the efferent fibres from it.
6. We cannot do more here than allude to some of the interesting sensory phenomena exhibited in our case.
The relative preservation of tactile sensibility over the right face, and the correct localization of touches, suggest that the fibres conveying these impulses do not pass into the descending root of the fifth, or at least cannot go far down; they may proceed directly to the chief sensory nucleus of the nerve.
The loss of pain sensibility over the right face, coupled with the normal condition of thermal sensibility, indicates a dissociation of these functions in the descending root of the fifth, or, conceivably, in the quinto-thalamic path derived therefrom; we cannot say which in the present instance is the more likely.
As for the condition of sensibility on the left side of the body, the complete preservation of appreciation of warm stimuli and the loss of cold must similarly be taken to indicate the possibility of dissociation of thermal sensation in the spino-thalamic tract or lateral lemniscus, as has, indeed, been noted often enough previously. The question of localization in the medullary part of the spino-thalamic path is very difficult, as Bergmark5 has recently emphasized; perhaps our case may be taken to suggest that pain is most mesial, then comes cold, then comes heat laterally. Yet Bergmark very justly says a dorsoventral localization ought also to be considered.
The existence of ' burning' pareesthesiae over the left half of the body, in the area where, objectively, appreciation of the opposite sensation, viz., cold, is lost, is of interest in view of the speculation of Hughlings Jackson that there is in such cases an ' antagonism of corresponding opposites'; loss of one leads to over-accentuation of the other.
The relative preservation of touch and of its normal localization on the left side, as of muscular sense, indicates that the median fillet is intact. The diminution of the vibration sense, on the other hand, is interesting, since our case possibly suggests its localization with pain *and temperature in the lateral fillet, contrary to what might have been expected. REFERENCES. 1 STEWART, Journ. Ment. Science, 1915, July. 2 NAGEOTTE, Rev. of Neur. and Psychiat., 1906, iv, 473. 3 KINNIER WILSON, Proc. Roy. Soc. Med., 1909 (sect. Neurology) . HIGIER, Vegetative Neurology, New York, 1919 . 5 BERGMARK, Upsa7la Lak. Forhandl., 1991 
